A. H., HOUSEWIFE, aged 34, was admitted on August 12, 1920, on account of collapse and haemorrhage following labour.
Past history: The patient had been married for six years, and had been pregnant twice before.
History of present condition: Her third labour, which was conducted by a midwife, began at 3 a.m. on August 12, and a child weighing 7 lb. was born at 6.5 a.m., the perineum being torn incompletely. The placenta did not come away spontaneously; at the end of two hours the midwife endeavoured to express it, and at the same time pulled on the cord. The placenta was delivered by these manceuvres, but profuse haemorrhage followed and the patient stated that she felt something come down. A doctor was called in and she was admitted to hospital at 5 p.m.
The following observations were made shortly after her admission: The patient appeared blanched and collapsed; temperature 980 F., pulse 120 per minute. On examination of the abdomen a swelling identified as the uterus was found rising to a height of 41 in. above the pubes. In the position of the fundus a distinct cup-shaped depression could be felt. The vagina contained much fresh blood and blood clot. The fundus uteri could be felt projecting through the external os and lying just inside the vaginal orifice. A diagnosis of acute inversion was made. Owing to the collapsed state of the patient, the persistence of hawmorrhage, and the lapse of several hours since the occurrence of the condition, it was decided to treat the patient for collapse and hi%morrhage, and to postpone the replacement of the uterus. Pituitrin 1 c.c. was injected hypodermically and a hot vaginal douche was given.
Two days later the red cells numbered 1,800,000 per cubic millimetre, and the patient was transfused with blood, using the citrate method. Owing, however, to a fault in the apparatus, not more than 100 c.c. of blood could be introduced. The patient continued to bleed and on August 27 the red cells numbered only 1,200,000. After much persuasion the patient agreed to have the transfusion repeated, and this was carried out on September 3,,to the extent of 600 c.c., the citrate method again being used. The effect was marked and immediate, the number of red corpuscles on September 4 rising to 2,570,000.
Local sepsis was evident within three days of admission and was treated by means of Carrel's tubes inserted into the vagina, a solution containing 1 in 4,000 potassium permanganate and 1 per cent. sodium sulphate being used. The irrigation was continuous, and so regulated that by changing the pads every three hours the bed remained dry.
On the sixth day after admission, during the act of micturition, the fundus became completely inverted and protruded from the vulva. As this was accompanied by considerable shock, the fundus was wrapped in sterile gauze but not replaced. Three hours later it was irrigated with saline, a small piece of sloughing placenta was removed, and the uterus was pushed back into the vagina only.
Reposition of the uterus, which had involuted well, was carried out on September 29-i.e., nearly seven weeks from the date of admission, by means of Aveling's repositor, and was complete within nineteen hours after the instrument was applied. The repositor was removed from the uterine cavity after five minutes' gentle traction.
The patient was seen by one of us on October 4. She appeared in good health; the fundus.uteri was normal in situation and contour, and there had been no bleeding from the vagina.
This case presents several points of interest. First, it is an addition to those cases recently described by Dr. Herbert Spencer at this Section; and it emphasizes the value of late reposition of the uterus, adopted by him. Secondly, it illustrates the great value of blood transfusion when marked anumia is evident. Thirdly, it demonstrates how Carrel's tubes can be used for sepsis during the puerperium with ease and with no discomfort to the patient.
